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Abstract 

Background: Despite the existence of ample literature dealing, on the one hand, with the integration of 
innovations within health systems and team learning, and, on the other hand, with different aspects of the 
detection and management of intimate partner violence (IPV) within healthcare facilities, research that explores 
how health innovations that go beyond biomedical issues — such as IPV management — get integrated into health 
systems, and that focuses on healthcare teams' learning processes is, to the best of our knowledge, very scarce if 
not absent. This realist evaluation protocol aims to ascertain: why, how, and under what circumstances primary 
healthcare teams engage (if at all) in a learning process to integrate IPV management in their practices; and why, 
how, and under what circumstances team learning processes lead to the development of organizational culture 
and values regarding IPV management, and the delivery of IPV management services. 

Methods: This study will be conducted in Spain using a multiple-case study design. Data will be collected from 
selected cases (primary healthcare teams) through different methods: individual and group interviews, routinely 
collected statistical data, documentary review, and observation. Cases will be purposively selected in order to 
enable testing the initial middle-range theory (MRT). After in-depth exploration of a limited number of cases, 
additional cases will be chosen for their ability to contribute to refining the emerging MRT to explain how primary 
healthcare learn to integrate intimate partner violence management. 

Discussion: Evaluations of health sector responses to IPV are scarce, and even fewer focus on why, how, and when 
the healthcare services integrate IPV management. There is a consensus that healthcare professionals and 
healthcare teams play a key role in this integration, and that training is important in order to realize changes. 
However, little is known about team learning of IPV management, both in terms of how to trigger such learning 
and how team learning is connected with changes in organizational culture and values, and in service delivery. This 
realist evaluation protocol aims to contribute to this knowledge by conducting this project in a country, Spain, 
where great endeavours have been made towards the integration of IPV management within the health system. 

Keywords: Realist evaluation, Intimate partner violence, Primary healthcare teams, Team learning, Health systems, 
Spain 
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Background 

The life-time prevalence of intimate partner violence 
against women (IPV)— defined by WHO (World Health 
Organization) as 'behaviour within an intimate relation- 
ship that causes physical, sexual or psychological harm, 
including acts of physical aggression, sexual coercion, 
psychological abuse and controlling behaviours'— ranges 
from 15% to 71%, with devastating effects on the health 
and wellbeing of women and children [1-3]. Interven- 
tions to prevent IPV, to adequately manage victims of 
IPV, and to sanction perpetrators need to involve mul- 
tiple sectors, including legal, social, health institutions, 
and civil society. Health services can play an important 
role in the prevention and management of IPV, and 
there is general consensus on the main actions that the 
health sector should carry out [4,5]. An expert meeting 
aimed to provide recommendations for the development 
of WHO guidelines on health sector response on IPV 
stated that healthcare services should: ask all women 
attending services regarding experiences of IPV; stay 
alert to possible signs and symptoms of IPV; provide 
healthcare assistance and register all cases; assure wo- 
men that discomfort and health problems could be re- 
lated to IPV; inform and orient women on resources 
available in their communities; ensure privacy and confi- 
dentiality; encourage and support women, and respect 
their own decisions; avoid unsympathetic and blaming 
attitudes; coordinate with other professionals and ins- 
titutions; and provide evidence on the magnitude and 
seriousness of IPV through proper registration and re- 
porting of cases [6]. 

In recent years, guidelines, norms, and protocols have 
been produced in many countries in order to incorpor- 
ate these measures as part of daily health service rou- 
tines. Social, legal, and other auxiliary services are now 
more available than twenty years ago, allowing the devel- 
opment of referral networks with health facilities [1,2]. 
Despite these advances in policy and knowledge gener- 
ation regarding health systems' role on IPV prevention 
and management, there are few examples of countries 
where the management of IPV has been successfully 
implemented at the level of service delivery [5,7]. 

Innovations, team learning, and health sector response 
to IPV 

Much attention has been given to the diffusion of inno- 
vations in healthcare since the publication of Greenhalgh 
et al. in 2004 [8], but little attention has been given to 
team learning. Numerous studies showed that the extent 
of adoption of innovations by healthcare teams depends, 
among other aspects, on the ability of the team to en- 
gage in a learning process [9-13]. Team learning is 
considered as an important factor in adopting the in- 
novation and adapting it to the local context. In this 



protocol, we conceptualize team learning as an iterative 
process in which the healthcare team actively adapts and 
recreates the innovation; a process that includes positive 
change produced by investment in developing shared in- 
sights, knowledge, and skills' [10]. 

Team learning involves individual, team, and con- 
textual factors, as well as factors related with the cha- 
racteristics of the innovation itself [9,10]. Individuals' 
characteristics include, e.g., self-efficacy, competence, 
skills, motivation, or prior experiences. Organizational 
characteristics refer to the characteristics of the team, 
e.g., uni- or multi-professionalism, team climate, team 
identification, team management practices, and leader- 
ship characteristics. Contextual factors include societal 
predisposing influences {e.g., the socio-cultural aspects), 
and institutional enabling influences (e.g., resource avail- 
ability, decision spaces) [14,15]. The innovation itself— in 
terms of perceived benefit, compatibility, complexity, 
trialability, and observability [10,16]— is also a crucial 
factor. Moreover, team learning may just be one among 
other responses of teams to innovations. Health pro- 
viders may decide to adopt and implement the policy, to 
adapt it to respond better to suit the needs of patients, 
or to better suit their own interests or to ignore it [17]. 

Team learning cannot be explored as a generic entity, 
but a process highly dependent on the context where it 
takes place. Regarding IPV, even if research may produce 
evidence of the beneficial impact on women's health of 
the integration of IPV within health services, this know- 
ledge may not be evident for health providers. Integrat- 
ing IPV within healthcare practices might not be easily 
compatible with previous practices, in the sense that it 
involves new skills and procedures (such as empathic 
interviewing and networking with social services) and 
may require more time than an ordinary' medical con- 
sultation. Due to the multifaceted nature of IPV, inter- 
ventions tackling this problem cannot be simple and 
uniform, but need to involve different sectors. Innova- 
tions in IPV management can be tried out by health pro- 
viders, but lack of self-confidence regarding how to 
properly address the issue might hinder their willingness 
to continue using them. Finally, results of the interven- 
tion may not be observable, or may not be the ones 
expected to achieve— e.g., the woman may return to the 
aggressor. All these factors influence whether PHC 
teams engage or not in a learning process to adequately 
manage IPV. Outcomes, in terms of the development of 
an organizational culture and shared values favorable to 
IPV management and the actual delivery of IPV manage- 
ment services, will also depend on whether learning pro- 
cesses are generated or not, and on the characteristics of 
these processes. 

When integrating innovations regarding IPV, the way 
gender is framed has a strong impact on the type and 
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way that IPV management is integrated into health 
teams and systems [18]. Gender defined as 'the structure 
of social relations that centers on the reproductive arena, 
and the set of practices (governed by this structure) that 
bring reproductive distinctions between bodies into so- 
cial processes' [19] is constructed through relationships 
that take place at the interpersonal level (gender relations), 
organizational-institutional level (gender regimes), and 
broader social level (gender orders) [19,20]. Gender is 
constructed through the interaction of these levels and is 
translated into concrete practices within healthcare teams, 
such as the way men and women work together, or the 
way health providers approach women who have suffered 
from IPV. 

Despite the existence of ample literature dealing, on 
the one hand, with the integration of innovations within 
health systems and team learning, and, on the other 
hand, with different aspects of the detection and man- 
agement of IPV within healthcare facilities, research that 
explores how health innovations that go beyond bio- 
medical issues— such as IPV management— become inte- 
grated into health systems and that focus on healthcare 
teams' learning processes is, to our best knowledge, very 
scarce if not absent. 

The policy and interventions to integrate IPV 
management within the Spanish health system 

This study will be conducted in Spain. This country has 
made remarkable advances in the development of po- 
licies against IPV since 1998. 'The Gender Based Vio- 
lence Law,' passed in 2004, represents a progressive and 
comprehensive development from the two previous ac- 
tion plans (for the 1998 to 2000 and the 2001 to 2004 
periods, respectively) [21,22]. On the basis of the law, an 
array of measures for integral protection against IPV 
have been implemented, including reforms of the judicial 
system, extensive training, and the implementation of a 
comprehensive network of services aimed to protect the 
rights and safety of women suffering from IPV. Preventive 
measures directed towards challenging gender inequality 
at the broader social level have also been established. Des- 
pite these noteworthy achievements, IPV remains com- 
mon, and large differences exist between autonomous 
regions; e.g., the self- reported one-year-prevalence of IPV 
ranged from 28.6% in Ceuta and Melilla to 10.7% in 
Cantabria, Aragon and La Rioja [23] . 

There are few published studies exploring IPV and the 
health service response in Spain. The existing research 
pointed out that: the prevalence of IPV among women 
who use primary level healthcare facilities is high; wo- 
men perceive favorably being questioned regarding IPV 
by the general practitioner; and health services are us- 
ually the first institution that women affected by IPV 
reach [24,25]. 



The Spanish health system is highly decentralized. 
Currently, the 17 autonomous regions are in charge 
of health planning, public health, and management of 
health services. 'The Inter-territorial Council of the Na- 
tional Health System' is the highest authority in decision 
making regarding health issues in Spain, and representa- 
tives from both the national government and the au- 
tonomous regions participate in it. 

The 1980s health reform and the National Health Law 
aimed to strengthen primary healthcare. Health delivery 
was sectorized and in primary healthcare, multidiscip- 
linary work was promoted. However, success of the pri- 
mary healthcare approach in Spain has been limited, 
with large variations between autonomous regions. In 
general, consultation times have decreased, resources 
remain scarce, bureaucratic red tape' has not been re- 
duced, and services continue to favour clinical curative 
activities over promotion and community-based actions 
[26-28]. This situation constitutes a challenge for the in- 
tegration of non-biomedical innovations, such as the 
management of IPV. The current economic crisis and 
the increasing cost-reduction measures in public services 
may further decrease the resources devoted to realizing 
the primary healthcare approach. 

The intervention that we aim to evaluate started from 
the passing of the 'Gender Based Violence Law in 2004.' 
This law, and the most recent 'Law For Effective Equal- 
ity Between Women And Men,' widen and strengthen 
the role of health services regarding IPV: they are de- 
signed to monitor for possible cases of violence, manage 
them, and engage in a multidisciplinary response coor- 
dinating with other institutions and sectors [21,29]. 

In order to implement the Gender-Based Violence 
Law in the health sector, a 'National Commission Against 
Gender-Based Violence' (NCAGBV) was created within 
'The Inter-territorial Council of the National Health Sys- 
tem.' The Commission is responsible for monitoring 
gender-based violence as a public health problem and to 
improve the prevention, detection, and management of 
IPV among women attending health facilities. While this 
description may portray a top-down approach, in reality 
the implementation of the policy has been less vertical. In- 
deed, the experience of some regions that started address- 
ing IPV within the health system before the national law 
was passed was incorporated in the new national policies. 

In practice, four main actions have been implemented: 
development of protocols for a health-care reponse to 
gender-based violence; training of health professionals; 
development of information systems; and adapting ser- 
vice delivery [30-36]. 

Regarding the development of protocols, the NCAGBV 
developed a common protocol for a healthcare response 
to gender-based violence published in 2007 and cur- 
rently under revision [35]. The common protocol helps 
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providers to ensure a proper management of cases of IPV. 
For proper detection of cases, the protocol encourages 
general practitioners (GPs) to ask exploratory questions 
related to IPV during the first consultation. The protocol 
elaborates on indicators of suspicion of IPV, and provides 
tips for conducting empathetic interviews; it also explains 
how to develop a proper assessment of the bio-psycho-so- 
cial situation of the woman, the type of violence, and the 
level of risk. The protocol guides the provider through the 
intervention process, reminding him/her of the relevant 
matters that should be addressed [33,35]. The conflict 
between the providers' obligation to report (in Spain 
reporting IPV is mandatory for health providers) and the 
need to respect women's autonomy is mentioned in the 
protocol. Due to the participation of representatives of the 
autonomous regions in the NCAGBV, earlier experiences 
and protocols from the regions have also informed the 
elaboration of the national protocol. 

Regarding training of health professionals, a working 
group for training and supervising health professionals 
on IPV has been created within NCAGBV, and each au- 
tonomous region has developed ways to support train- 
ing. A guide with the basic contents that all training 
processes should include has been published [36]. Train- 
ing has targeted providers at the first level and has taken 
a variety of forms, i.e,, training on empathetic inter- 
viewing and screening, sensitizing on gender equality, 
and trainer improvement programs. Some ongoing im- 
pact evaluations show promising results: training im- 
proves health staff awareness and self-confidence, and 
increases the number of cases detected. Training also 
enhances providers' knowledge and appreciation of other 
available resources (social, emergency, legal), and may 
strengthen coordination between different health ser- 
vices, as well as interdisciplinary coordination [32-34] . 

Regarding information systems, the NCAGBV has 
agreed upon 18 common indicators (although recently 
they were reduced to 11) in order to improve the quality 
of information gathered regarding IPV. These indicators 
are used to measure the prevalence of IPV detected 
within health facilities and allows disaggregation by the 
type of violence, women's characteristics, and type of 
service. They also provide information about the charac- 
teristics of the care provided at the health facility, and 
the prevalence and type of referrals. How these or other 
indicators are used to monitor and support the work of 
healthcare teams on IPV management remains less clear 
[33,34]. 

Regarding service delivery, it is assumed that all the 
three interventions described above support the impro- 
vement of service delivery for IPV. Additionally, many 
autonomous regions have developed separate multisec- 
torial plans and pathways to support an interdisciplinary 
response to women suffering from IPV, connecting the 



health services with other sectors. Some autonomous re- 
gions have, for example, included special measures such 
as the inclusion of IPV management within the essential 
components of the PHC portfolio, or the implementa- 
tion of screening for IPV within PHC services or ante- 
natal care services [30-34]. 

We argue that all these actions had the potential to 
generate learning processes within primary healthcare 
teams. However, it can be assumed that not all primary 
healthcare teams generated the same learning processes, 
and consequently, they introduced the management of 
IPV to a different extent or in diverse ways. These dif- 
ferences might be due to regional factors— due to de- 
centralization of healthcare services, differences exist 
between autonomous regions in terms, e.g., of the devel- 
opment of regional protocols, the way service is deliv- 
ered, training schemas, and information systems — and 
factors that pertain to the team itself. 

In this paper, we present the protocol of an evaluation 
of the integration of IPV management within the Span- 
ish health system, focusing on service delivery within 
primary healthcare facilities. The study aims to ascertain: 
why, how, and under what circumstances primary health- 
care teams engage (if at all) in a learning process to inte- 
grate IPV management in their practices; and why, how, 
and under what circumstances team learning processes 
lead to the development of organizational culture and 
values regarding IPV management, and the delivery of 
IPV management services. The study will take a realist 
evaluation approach, exploring the mechanisms through 
which primary healthcare (PHC) teams learn to integrate 
IPV management. 

Methods 

Realist evaluation 

In this study, we will use a realist evaluation approach. 
Realist evaluation is a type of theory-driven evaluation 
well-suited for evaluating complex intervention [37]. 
Based on Pawson and Tilley's work, it looks beyond 
the effect of individual factors to include assessing 
the mechanisms of change that, triggered by the in- 
tervention in particular contexts, led to the outcomes 
[37-39]. 

Realist evaluation starts with the formulation of a 
preliminary middle-range theory (MRT) that connects 
context, mechanisms, and outcomes— potential 'CMO 
configurations.' These initial MRTs are formulated based 
on previous research, and/or on the knowledge and ex- 
periences of stakeholders involved in the design of the 
intervention evaluated [37,38,40]. They serve to guide 
the data collection process. Data analysis leads to refin- 
ing the initial MRT. The refined MRT provides plausible 
explanations of why, how, and under what circumstan- 
ces the intervention triggered certain mechanisms that 
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led to certain outcomes. The refined MRT does not con- 
stitute the end of the process, but is the starting point 
for a new cycle of realist evaluation. In analogy with 
theory-driven evaluation [41,42], it is useful to consider 
that the MRT has an action model and a causal mo- 
del component. The first deals with assessing the im- 
plementation and outcomes, the latter with the causal 
explanations. 

A critical element in realist evaluation is that of mech- 
anisms. Mechanisms intermediate between the concrete 
components of the interventions and the outcomes. 
According to Pawson and Tilley a mechanism is not a 
variable but an account of the behaviour and interrela- 
tionships of the processes that are responsible for the 
change' (Cited by [43]). Other authors have argued that 
elucidating mechanisms could be a useful way to bridge 
the gap between theory building and practical recom- 
mendations [44,45]; if we are able to identify the me- 
chanisms that lead to positive change, they can guide 
scaling-up processes. 

Conceptual framework 

Combining the concepts of team learning and the multi- 
polar performance framework for assessing the dynamics 
of performance of healthcare organizations [46], we 
came up with a conceptual framework to analyze how 



learning of IPV management is generated within primary 
healthcare teams (see Figure 1). 

The framework represents how the intervention — 
through the development and dissemination of proto- 
cols, training of health professionals, and the implemen- 
tation of an information system to report all cases of 
IPV — triggers (or not) processes of team learning on IPV 
management within PHC teams, and leads to improved 
service delivery, whereby it is assumed that the organi- 
zational culture and values will change in favor of pro- 
viding high-quality IPV management. 

Teams' responses to the intervention may differ. Some 
teams will totally ignore the policy, while others will en- 
gage eagerly in team learning. In between these two ex- 
tremes, a variety of responses are possible (represented 
by the dotted lines in Figure 1). The learning styles are 
also likely to vary. Furthermore, this process does not 
take place in a vacuum, but is strongly influenced by the 
interaction of the team with the context where these 
teams work. This includes the broader social context 
(e.g., society perception of IPV and degree of tolerance), 
the organizational context (e.g., health system organi- 
zation, the extent that it has incorporated IPV as a 
public health problem) and the team context (e.g., team 
climate, team previous learning experiences, the indi- 
vidual characteristics of the team members). Moreover, 




Y 

How, why and under which circumstances do PHC teams learn to integrate IPV 
management? 



A 



v 

How, why and under which circumstances certain "styles" of team learning on 
IPV lead to certain outcomes on IPV management (in terms of organizational 
culture and values and service delivery)? 



Figure 1 A conceptual framework for analyzing the process of team learning of IPV management within primary healthcare teams. 
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even if this seems to be a top-down process, where in- 
terventions are delivered from the regional level to the 
health teams, there is likely to be room for PHC teams 
to influence the intervention above their specific health 
service— e.g., by being invited to train other health 
professionals or to participate in the development of 
guidelines. 

Method and steps 

This study follows the steps described by Pawson, and 
applied e.g., by Prashanth et al, Rycroft-Malone et al, 
and Ranmuthugala et al. in their recently published real- 
ist evaluation protocols [47-49]: eliciting the implicit 
theories; formulate initial MRT; testing initial MRT; and 
specification. A summary of the steps, the objectives of 
each step, and the methods for data collection that will 
be used can be found in Table 1. 

Realist evaluation is method neutral, and authors using 
this approach have employed different designs and 
methods for data collection and analysis [39,50]. In this 
study, we will use the multiple case study design [51]. 
Data will be collected from selected cases (primary health- 
care teams) through different methods: individual and 
group interviews, routinely collected statistical data, docu- 
mentary review, and observation. Cases will be purpo- 
sively selected in order to enable testing the initial MRT. 
After in-depth exploration of a limited number of cases, 
additional cases will be chosen for their ability to contri- 
bute to refining the emerging MRT. 



IPV, the development of guidelines regarding IPV, the 
development and implementation of IPV information 
systems, primary healthcare managers at district level, 
and representatives of other sectors working against IPV 
within the district. 

Interviews will be fully transcribed and imported into 
Open Code 3.1 for managing the coding process [52]. 
Secondary data from policies and documents will also be 
coded, and emerging codes will be grouped into themes 
following thematic analysis [53], driven by our concep- 
tual framework. 

Step two: formulation of the initial MRT 

In this step, the literature on IPV and team learning will 
be further reviewed and findings will serve to contrast 
or complement the implicit program theory emerging 
from step one. Edmondson et al, in their review about 
team learning research, stresses that defining team lear- 
ning is strongly dependent on the context and the in- 
tervention to be learned, and highlights the need to 
conduct research that considers these specificities [10]. 
We surveyed the literature dedicated to locating pub- 
lished studies on primary healthcare team learning on 
IPV, but none were found. Consequently, we reviewed 
both the literature on team learning and the literature 
on health sector responses on IPV, focusing on primary 
healthcare settings, in order to develop a preliminary list 
of elements that might be relevant for team learning on 
IPV (see Table 2). 



Step one: eliciting the implicit theories 

In this first step, we will elicit the implicit program the- 
ories that are held by the policy designers at national 
level and implementers at the regional and district level. 
Besides national level stakeholders, semi-structured in- 
terviews with be held with stakeholders at the political 
and managerial level of the regional health system, pro- 
fessionals involved in training of health providers on 



Step three: testing initial MRT 

For empirical testing of the MRT developed during step 
two, selected cases will be explored in depth. The cases 
will be purposively selected based on a theoretical repli- 
cation argument [48], meaning that cases will be selected 
on their potential to provide contrasting contexts and/or 
outcomes, the analysis of which contributes to the re- 
finement of the MRT. We will start with an in-depth 



Table 1 Four-step approach to realist evaluation of primary healthcare team learning on IPV management 

Step Activities Analysis 



Step 1. Eliciting the implicit theories 



Step 2. Formulation of the initial 
middle-range theory 

Step 3. Testing the initial middle-range 
theory 



Step 4. Specification 



• Review of policies, programs, unpublished 
reports and statistical reports regarding the 
intervention delivered. 

• Semi-structured interviews with stakeholders 
and providers involved in the intervention. 

Contrasting and complementing implicit theories 
with findings from the literature review 

• Select cases for testing of the initial MRT. 

• Case studies with quantitative and qualitative 
data collection 

Refine the initial middle range theory in the light 
of the retained CMO configurations 



Qualitative-thematic analysis driven by 

the conceptual framework presented in Figure 1. 



Revise and propose initial middle-range theory 
configurations in the light of the information 
collected during Step 1. 

Qualitative- thematic analysis of collected data using 
the CMO approach 



Draft refined middle-range theory that explains how 
and under which contextual factors primary health care 
teams learn to provide adequate IPV case management 
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Table 2 Preliminary list of potential elements that may play a role in initiating and maintaining team learning on IPV 
within primary health care teams: context, mechanisms, and outcomes 



Realist evaluation concepts 


Potential elements 


Context factors 


Policies and procedures in place regarding IPV 


Outer context 


Social environment regarding IPV 




Existence of coordinated multi-sectorial responses against IPV 


Organizational context 


IPV perceived as important within the health system 




Policies and procedures in place regarding health sector response to 




IPV: protocols, IPV in 




plans, IPV in service portfolio 




Knowledge transfer efforts on IPV 




Accountability and monitoring systems regarding IPV established 


Team context 


Team climate and identity 




Previous team learning processes 




Group processes within team meetings and outside team boundaries 




Power differences within teams 




Leader behavior 




Quality of team interpersonal processes 




Tpam rnmnnQitinn — intprrlKrinlin^ritv nrnfpc;c:innpl ni mIHq — <;i7P and c;tphilit\/ 

1 cell 1 1 LUI 1 lUUbl LIUI 1 1 1 1 LCI U IbLI |JII 1 Icll 1 iy, |JI Ul CbblUI Icll yUHUb , blZ.C al IU bLdUIIILy 


Individual factors 


Individuals' perceptions regarding IPV 




InHix/iHi ipIq' rh^r^rtprKtirc; - fppc;ihilit\/ rsn-Hn ^ttiti iHp 
IllUIVIUUdlb LI Icll dLLCI IbLILb. 1 trail Ul 1 1 ly , Lai 1 UU dLLILUUC 




InHiwiHi 1^ c' r^or/'-or^ti ^\n c r^r tho intor\/onti^\nc ro^^rMin^ IP\/ t^\ r^o irnn DrnQntDn* nDirDi\/on 
II lUIVIUUdlb pel LcpLIUI lb Ul LI Ic IMLcl Vcl ILIUI lb IcLjdlUIIILj IrV LU Uc II 1 ipicM lcl ILcU. pclLclvcU 




benefit, compatibility, complexity, trialability and observability 


IV/lprhanicmc 


i edi 1 1 ubyLi luiuyiLdi bdicLy lu icdiii irv 1 1 idi idyei i ici il 


At t03ITl lo\/ol 

AL Lcdl 1 1 level 


1 cdl 1 1 Icdllllliy Ucl IdVIUI UN Irv 1 1 Idl Idy cl 1 lcl 1 L 




Toam roflovi\/it\/ on IP\/ mananomont 
1 Cdl 1 1 1 cl IcaI VI iy UN IrV 1 1 Idl Idy cl 1 lcl 1 L 




Team's approach to gender and IPV 


At inHh/iHi i^l Ip\/pI 

/\ i ii inivinuai icvci 


Intpnr^tinn-^nH-lp^rninn npr^nprtix/p - rrp^tinn <;h3rprl Ip^rninn nnpk nn IP\/ mansnpinpnt 
1 1 1 Ley 1 a li ui 1 ai ica 1 1 1 1 1 iy kjciokjc^-iivc. ^.1 ca lii iy oiiaicn icaiiniiy \J\jo\o wi 1 irv iiiaiiayciiiciiL 




Self-confidence generated within the team to try new things; self-Efficacy Commitment (will-do) 


Outcomes 


Health professionals sensitized regarding IPV and working together in this issue 


Team culture and values in reference to 


Team has ways for continuous knowledge transfer on IPV managementand engaging newcomers 


IPV management 




Service delivery-operational management 


Health teams adequately managing cases of IPV (according to WHO and National guidelines) 




Cases of IPV at PHC facilities are appropriately reported and referred to relevant services 




Prevention and promotion activities regarding IPV are carried out 


Service delivery-service provision 


Health teams provide more appropriate services to more women victimsof IPV 



exploration of a small number of cases in one specific 
region/district. We envisage that some cases would con- 
stitute an example of outstanding achievements on IPV 
management, while others would be average primary 
healthcare centres in terms of IPV management. This 
contrastive approach will enable us to explore the role 
of individual and team factors in translating regional- 
district interventions into outcomes. This design has 
been used previously in realist evaluation [40]. All cases 
of this study will be primary healthcare facilities serving 
towns and cities of between 20,000 and 100,000 people 



in order to ensure that selected facilities are located in 
settings with access to other services supporting women 
suffering from IPV. 

From each case, information will first be collected 
concerning the actual implementation of the interven- 
tion to assess the relevance of the program design and 
the degree of implementation. This constitutes an as- 
sessment of the action model — whether the intervention 
was delivered to the cases as it was planned and envis- 
aged or not— and evaluates whether failure of the inter- 
vention could be due to implementation failure. Next, 
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we will assess the initial causal model and assess the 
contextual factors, mechanisms, and outcomes and the 
interaction between them. 

In each case, data will be collected through: review of 
documents and statistical reports; audit of clinical records; 
observation of consultations and team meetings; in-depth 
interviews with members of the team; focus group discus- 
sions with the teams; and in-depth interviews with per- 
sons responsible for social services related to IPV in the 
area of influence of the case. The document review will 
include evaluation reports, existing local guidelines or 
protocols, and case-specific routine data related to IPV 
(the 11 common indicators and other data) during the 
past years. Clinical records of consultations with women 
during the previous year will be revised in order to ascer- 
tain whether the possibility of suffering from IPV is as- 
sessed or not. The clinical records of cases of violence will 
be further analyzed to assess how the providers dealt with 
the case and whether they covered all aspects. 

The observations will assess: whether national and/ 
or regional laws, protocols and guidelines on IPV are 
present, available, and used; the presence of promotional 
material on IPV in the waiting areas and consultation 
rooms; the interaction during medical consultations with 
women users; whether active inquiry for IPV is con- 
ducted during the consultation; the existence and use of 
instruments for IPV screening; the adequacy of the inter- 
vention when IPV is detected; and the interactions be- 
tween healthcare team members during daily activities 
and meetings, and others that may emerge. 

During the interviews, an open guide will be used and 
issues explored will include: the perceptions on IPV and 
gender; the participants experience in detecting and 
managing cases of IPV; the process of integrating IPV 
within the healthcare service; training activities, partici- 
pation, and the participants perceptions regarding the 
training; the use of protocols and guidelines and percep- 
tions; the reporting systems; the active inquiry for IPV 
during consultations (in case the participant is a pro- 
vider); the intervention in cases of IPV; the relationships 
between team members; and the support that is received 
and how such support is perceived. Focus group discus- 
sions will explore similar issues, but will pay specific at- 
tention to the interaction between team members, the 
relationships and dynamics, and gender regimes. Finally, 
interviews with providers of social services related to 
IPV will enable insights in the inter-sectoral collabor- 
ation at the case study site and in how the integration of 
IPV management by the healthcare is perceived by the 
involved external actors. The instrument to guide the 
data collection from the selected healthcare teams can 
be found in Additional file 1. 

Interviews and focus group discussions will be conduc- 
ted in Spanish, digitally recorded, and fully transcribed 



verbatim. The transcripts and the reports from the obser- 
vations will be imported into Open Code 3.1, a software 
program for managing qualitative data [52]. Initial codes 
will be developed from the transcripts. These codes, to- 
gether with the coding of secondary data (e.g., prior evalu- 
ations) will be grouped into themes following thematic 
analysis [53]. The MRT and its inherent CMO configu- 
rations developed during step two will guide the thema- 
tic analysis, but we will remain open to new emerging 
themes. 

Step four: specification 

In the light of the findings from step three, the initial 
MRT will be refined so as to reflect the results of the 
case: emerging conjectural CMO configurations will be 
assessed against the data and the retained CMO configu- 
rations compared with the initial MRT. The resulting re- 
fined MRT will reflect the insights gained from the case. 

Ethical considerations 

The study has been approved by the Ethical Committee 
of the University of Alicante. Each participant in the 
study will be asked for a written informed consent 
previous to conducting the interviews and during the 
observations. In any subsequent report or publication, 
information that could identify the respondents will 
not be used. Also for the review of clinical records, any 
identifier will be removed. Results will be fed back to the 
health authorities in the autonomous regions and to the 
staff of the case study sites via a report in Spanish. 

Discussion 

This paper describes a protocol that uses a multiple case- 
study design to understand how, why, and when primary 
healthcare teams learn to integrate IPV management. 

Over recent years, realist evaluation has been gaining 
increased recognition within health systems research 
[45,47,48,50,54-59]. For health systems research, it is im- 
portant to assess interventions not only under controlled 
conditions (efficacy), but especially under real circum- 
stances where contextual factors play an important role 
(effectiveness). Realist evaluation, instead of controlling 
for contextual factors, explores them in interaction with 
the intervention, the outcomes, and the mechanisms. 
It tries to find demi-regularities that help explain why, 
how, and when processes take place. This approach is 
suitable for exploring complex interventions, such as the 
integration of socio-sanitary programs within healthcare 
services [45]. 

Other authors have warned regarding the challenges 
associated with realist evaluations [39,47,59]. In the de- 
velopment of this protocol, many of these challenges 
became clear. The first challenge emerged while de- 
veloping the potential CMO configurations for further 
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exploration (as on Table 2): on which basis should the 
MRT be developed when evidence is scarce? Indeed, on 
one hand, published research on IPV management 
within a health system s approach is scarce, and research 
focusing on team learning in IPV management even 
more so. On the other hand, programs and interventions 
carried out in the Spanish Health System with this aim 
have been numerous and diverse, but the program the- 
ories that drove these interventions were not made ex- 
plicit nor published. That meant that our preliminary 
MRT will emerge from the available literature and inter- 
views with stakeholders and should really be considered 
as preliminary. 

The second challenge refers to measuring the effect of 
the intervention on team culture and values and service 
delivery in a feasible way. Regarding team culture, we 
decided to focus on collecting qualitative data through 
observation and in-depth interviews, because we con- 
sider it more meaningful than a quantitative survey on 
attitudes and practices. Regarding service delivery, we 
decided to use routinely collected data, observations, 
interviews, and the audit of clinical records. Some chal- 
lenges emerge with the latter; i.e., the quality of routinely 
collected data may differ from setting to setting, and 
safety and privacy issues may make observation of inter- 
actions between providers and women reporting IPV im- 
possible in certain cases. The resulting information gaps 
will be filled because we have planned to collect in- 
formation on the outcomes from a number of different 
sources. 

A third challenge refers to the fact that the interven- 
tions we intend to evaluate were initiated years ago and 
that they have evolved over time. To document these 
changes in the intervention is challenging, but this has 
also been done before in other studies using realist 
evaluation [57]. Moreover, it has been argued that realist 
evaluation is well suited for examining the diverse com- 
ponents of a program in a contextualized way [47]. This 
is especially relevant for a multi-faceted intervention 
such as the one evaluated in this study. 

A fourth challenge relates directly to the current situ- 
ation of economic crisis and cost-reduction measures in 
the Spanish healthcare and social system. When this re- 
search study was initially planned, Spain was allocating a 
large number of resources to fight IPV, and the Spanish 
healthcare system was one of the most comprehensive in 
Europe. Currently, investment in social programs and in 
the health system has been drastically reduced [60], with 
significant variation from region to region. These chan- 
ges in the context and the intervention will need to be 
taken into account during the implementation of the 
protocol. 

Despite the existence of ample literature on IPV and 
health, and a general consensus on the importance of a 



health sector response in the fight against IPV, few 
health systems have institutionalized IPV detection and 
management in a successful way. Evaluations on health 
sector responses to IPV are scarce, and even fewer focus 
on why, how, and when the healthcare services integrate 
IPV management. There is a consensus that healthcare 
professionals and healthcare teams play a key role in this 
integration, and that training is important in order to 
realize changes. However, little is known about team 
learning on IPV management, both in terms of how to 
trigger such learning and how team learning is con- 
nected with changes in organizational culture and values, 
and in service delivery. This realist evaluation protocol 
aims to contribute to this knowledge by conducting this 
project in a country, Spain, where great endeavours to- 
wards the integration of IPV management within the 
health system have been carried out. 

Additional file 



Additional file 1: Appendix 1. Frame to guide data collection from the 
cases, following a realist evaluation approach. 
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